Heslth,

, Welfare
Public
Service

nomenclature in item 18. No symptoms will be listed. A}l

alc. must use only standor

%J diseases in Part | must be casuvally related.

oCYor, coroner,

Coroner cannot certify 1o o death due to natural causes.

i THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH 58027912
F"-EB JUL 2 1 1gsatg|s!rcnon Districy Nf3‘33 crinneene Primary Registration District Nogdz.ﬂ.......m.: Ragistrar's No./_ﬁég‘_.._....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institutlon: Rasidence bef .
a. COUNTY Scott o. STATE Missourd b. COUNTY Seott °7‘°")
b. CITY {If cutside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY y; 1] fs) 3 Inside Limits
T%i:’N Sikeaton Yesld NsD T%EJN Slkeston . O Yes Lx Ne D
e. FULL NAME OF (If NOT inhospital, give location)|Length of sty in 1b :
HOSPITAL OR d. STREET uiside, give location) Reside on Form
stitution Mo. Delta Comm. Hosp. 19 Days  aporess Dorothy §£ YesO NoD
3. :::‘:Af‘r Firat Middle Last 4, DATE Month Day Year
OF
(Type or p.;'fnr) Walter Delone Smith DEATH Ll 2 1958
5. 5E;q 1 o 6. coLoR O; RACE 7. Maprigo (] NEVER marmien []] 8- DATE OF BIRTH |9. ’Aus;éiﬁﬂgr)a i:?::cn 1;::! ¥ uioew za;::s‘
ale White WIDOWED ) pivorcep [ 6-9-187L } I ’
10a. USUAL QCCUPATION Sawc kind ofwnrt done [105. KIND OF BUSINESS OR INDUSTRY | §1. BIRTHPLACE (City and atato or country} ’ 12. CITIZEN OF WHAT COUNTRY?
© during most oj toorking life, eoen if retired) o
Retired Laborer Missouri UsSA

13. FATHER'S NAME 14. MOTHER'S MAID? NAW
{15, was ;E;;ASED EVER Ii 5 S, ARMED FORCES? 16. SOCIAL SECURITY NO. lNl’OHMANT Address

(Fes. no. ov unknown) I (If wen. give war or dated of scrvics}

Mras. Tommy Carroll, Sikeston, Mo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH [Enter only one couse per line for (g (b}, and f¢).] INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: :g‘ ‘/‘ ONSET AND EEITH
IMMEDIATE CAUSE (@) . 3
Conditions, if any. ) ouE T0 () W wa . 3 yﬂ/’
:{:chh gave ma to ’
ve caupe (9),
rtating the under- .
z lying  cauge lost. DUE TO (€) 33& X
o PART 1l. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(m) 13. :gsr;g::%gv
P
3 . ves[(d no 0 7|
E 20a. ACCLDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in Part [ or Part I ofltem 18)
i a O a .
;‘J 20c. TIME OF FHour Month, Day, Year .
o INJURY - a.m, . . .
E p.m. K
Z | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (. ¢., in or chout home, |20/, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, offtee bldg., elc.)
WORK AT WORK 1 L yi j ey L
2l. j attended the decund !rom -‘— ., to _Md__._cnd laat aaw ;":' alive on #’_"ﬂ—
Deat occurrad at .__mon the date atated above; and to the beat of my knowlod{e, from the causes stated.
&a. ([earge o ditle) b O [22b. aooress 22:. D 750
M Morehouse Mo, 5 5/ J 7
234. BunllL.CRtuﬂlm(‘_ 23h. DATE 23¢. NAME OF CEMETERY OR CREMATORY ION {Citp. toicn. or county) 7 (State)
B e of 12| (o "Dt BT
Z Lf""' - /q ﬁl‘/ - m

RAL DIRECTOR  /

25. DATE RECD, BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE /
7- 8- 88

{Licensod Embalmer's Stetement on Reverse Side)
PR ]




e RECEED _7_-_/{3«7

SCOTT CO. HEALTH DEPT.

co. RiE me, 738 - 1S

. - STATEMENT BY LICENSED EMBALMER

.
-

L S T e "

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em

by me, 23 e , Student Embalmer No,........

-

working under my personal supervision..

Student .. ooooiinn e e eieiea e, Signed i\
Signature of Student Embalmer

Licensed Embalmer od’?/[
P. O. Address ., <% //Zf'!
' "\ ’ LI . *
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

to comply with the above constitutes grounds for revocatxon of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so0 stated above.

- g -



